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In conclusion we believe that the axilloaxillary bypass is 
the operation of choice in patients with an iunominate 
artery disease or a long subclavian lesion, and it should be 
preferred to a CSB in patients with a concomitant carotid 
artery stenosis. 
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Endovascular repair of  two abdominal 
aortic aneurysms 
To the Editors: 
The technique of endovascular repair of abdominal 
aortic aneurysms was first described by Parodi et al.1 The 
early results have been very promising, and a number of 
devices have now been reported. 2'3 One of the problems 
with most devices is that they require a large introducer 
sheath, and this limits their use to patients with larger lilac 
arteries. The large diameter isrequired to accommodate the 
Dacron graft material. The use of polytetrafluorethylene 
(PTFE) graft material for the endoluminal repair of 
abdominal aortic aneurysms has been suggested from 
previous experimental work and from the repair of a 
pseudoaneurysm of the aorta. 4PTFE may be useful as graft 
material because ithas good radial strength and a thin wall. 5 
The techniques that were used successfully to graft two 
abdominal aortic aneurysms are described. 
The graft was prepared by slowly inflating 7 ram, 
thin-wall (0.45 mm) Impra PTFE graft (Impra Inc., 
Tempe, Ariz.) with saline solution at 37 ° C with a 25 mm 
balloon. The balloon was inflated to 4 arm and held at that 
pressure for 2 minutes before being deflated and subse- 
quently inflated at the next segment of graft in a similar 
manner. Inflation was controlled with a pressure gauge. It 
was noted that there was a 20% decrease in diameter after 
deflation. The length of the graft didn't change initially 
after inflation but subsequently decreased in length by 
approximately 20% over 30 minutes. 
The graft material was attached to a 4 mm × 5 cm J & 
J XL stent (Johnson & Johnson Interventional Systems 
Co., Warren, N.J.). The stent was initially dilated to 5 mm 
to open the slots in the stent to facilitate suturing. Suture 
material was 6/0 Gore-rex, ~and four sutures were attached 
to each stent. The upper stent had 1.5 cm of stent 
protruding beyond the graft. The other stents of each case 
had graft material sutured to cover the stent fully. The stent 
was mounted on Bait (Bait Extrusion, Montmorency, 
France) or Cook (William A. Cook Australia Pry Ltd, 
Brisbane, Queensland) balloons. The first balloon was 
reused for subsequent stent placement in each case by 
deflation, refolding, and placing in the balloon sheath. Bait 
balloons had been previously used in three earlier unsuc- 
cessful cases, when failure was due to stent/graft migration 
after dilation of the balloon. It is important to realize that 
Bait balloons do not inflate to the diameter that is stated on 
the catheter. The 30 mm balloons inflate to 25 mm 
diameter at 4 atm, the 25 mm balloons inflate to 
approximately 21 mm at 4 atm, and the 20 mm balloons 
inflate to only 15 mm at 4 atm pressures. The discrepancy 
encountered by the author has been denied by the 
company, but it was the cause of earlier failures with this 
technique. The Cook balloons were found to be within 1 
mm of the stated iameter at 4 atm pressures. However, the 
deflation profile on these balloons is poor, and problems 
can be experienced in removing these balloons. 
The usual manual techniques were used to crimp these 
stents onto the balloon, and the balloon was inflated to 0.5 
atm to ensure that both ends of the balloon were slightly 
dilated. It was then placed in a sheath the same size as the 
introducer sheath wall, after crimping the stent graft onto 
the balloon, by tightly winding a thin ribbon around the 
device. The introducer sheath is a special product made by 
Cook for aortic grafting (William A. Cook Australia Pry. 
Ltd.). The recent sheaths have performed well with very 
little leakage from the valve. This is most important because 
initially these devices did leak and made the procedure 
difficult when blood loss occurred at the valve site. This 
factor cannot be overemphasized because, when leakage 
occurs, one feels obliged to rush the procedure, and this 
leads to complications. 
Operative technique involved ageneral anesthetic, with 
the patient having previously been adequately investigated 
and prepared for routine aortic aneurysm resection graft- 
ing. The patient was prepared for major surgery but draped 
so that body temperature was maintained because these 
procedures took 3 to 4 hours. The groin was exposed 
through routine dissection with common, superficial, and 
deep femoral arteries being isolated. A 7F introducer 
sheath is inserted in the opposite common femoral artery, 
and preliminary angiography was performed with the Cook 
6F pigtail with radiopaque markers every 1 cm for 15 cm. 
These radiopaque markers are special products (William A. 
Cook Australia Pry. Ltd.) that are quite important because 
they enable one to achieve accurate assessment of the length 
of the aneurysm and diameter of each neck. Other 
~Gore-tex isa trademark ofW. L. Gore & Associates, Elkton Md. 
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Fig. 1. Follow-up angiogram of case 1 obtained4 months 
after endoluminal graft. Stenosis at origin of right common 
iliac artery was asymptomatic; no leak was found. 
techniques have been found to be inaccurate. Angiography 
delineated the renal arteries and bifurcation area. The first 
patient had a graft inserted with stents at either end (Fig. 
1). The second patient had three stents, with each stent 
overlapped by a minimum of 0.5 cm (Fig. 2). Completion 
angiography revealed a small leak at the lower end in the 
first case. This was followed by color-flow duplex ultra- 
sonography and was found to be sealed at 3 months after 
surgery. The second case has been monitored 2 weeks after 
surgery, and no evidence of reflux was found. 
These two cases are presented to illustrate the use of 
products that will be available to vascular surgeons hortly. 
Impra graft is readily available although not yet approved 
for this purpose. However, the radial strength on inflation 
suggests that it would adequately withstand the intraarte- 
rial pressures encountered in the aorta, s The 4 mm J & J 
stent has been available for treating aortic stenoses at 
certain centers. It should be available for purchase in 
Europe and Australia within 2 to 3 months. Balloons 
remain a problem, with them either being too expensive 
(more than $1000.00) or having a poor profile on 
deflation. The Bait balloon allowed the balloon, stent, and 
graft to fit through an 18F introducer, wheras the Cook 
balloon required a 20F system. 
Fig. 2. Completion angiogram of case 2. 
This is a preliminary report on the endoluminal 
exclusion of two abdominal aortic aneurysms with prein- 
flated PTFE graft and 4 mm J & J stents. Some of the 
technical features of the procedure are discussed. There still 
remain many refinements hat could be made to facilitate 
this procedure. 
Alan E. Bray, MD, FRACS 
Cardio-Vascular Centre 
Newcastle, NSW 2300 
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